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Abstract
One barrier to obtaining healthcare in the United States (U.S.) has been the type of
healthcare insurance that someone has. It is important for nurses to understand the impact of the
patient’s access to care, which is a factor in their health outcomes. Health insurance, race and
ethnicity, income, and zip code are at the top of a long list of social determinants of health that
affects where and how they receive care. To find out more about how barriers to obtaining
healthcare affect outcomes, I researched various types of barriers around the country. It is
important to understand how outcomes of care are affected by roadblocks that prevent patients
from obtaining care.
This thesis will include a review of the research literature to examine how barriers to
healthcare, such as insurance, affect patient outcomes and continuity of care. Literature that is
discussed includes racial and ethnic disparities of care and treatment, continuity of care for those
with chronic diseases, and emergency department use in relation to insurance. Based on the
findings of the research examined in the literature review, a proposal for further research is
presented.
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Barriers to Obtaining Healthcare in the United States

Problem Statement
Understanding how healthcare insurance affects accessibility, treatment, and outcomes
for patients is essential to learning as healthcare professionals. As we learn the basic rights to
healthcare are accessible to everyone, we must view the underlying issues of patient centered
care as real-world phenomena as barriers to healthcare accessibility exist. People who do not
have health insurance are an overlooked population, especially since uninsured people are often
not included in investigations of health-related issues. Understanding and acknowledging these
truths and looking at the reasons why disparities exist can help us learn and provide care for all
patients; despite the type of healthcare coverage, they have. Racial disparities in healthcare have
been reported and documented in preventative health, however there are no explanations for the
results of differences between races (Fiscella et al., 2007). This topic is important because we
need to understand, as a society, how healthcare coverage works where we live. This not only
affects millions of people, but it affects the care that you receive as a patient walking into a
hospital and even your own doctor’s office.
To explore this important topic, I conducted a search of the research literature. From my
initial search, I have encountered gaps in the research including the lack of statistics from the
uninsured. Since this population of people rarely receive regulated healthcare, there is a lack of
information on what they do receive, the quality of care they receive, and outcomes of said care.
There are many barriers to healthcare that exist, however one barrier that particularly
stands out is the type of healthcare insurance a patient has. Beginning with coverage that is
supposed to be extended so everyone has healthcare insurance is Medi-Cal or California’s
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Medicaid insurance. Barriers to accessibility with care begin with patients not able to receive
care within an adequate time frame. For people using Medicaid, about 19% of primary care
clinicians see new patients within the 10-day state protocol period (Melnikow et al., 2020). Part
of my objective is to find out what happens to the other 81%. My goal is to understand the
differences between accessibility to healthcare in relation to the type of insurance an individual
has. With this, I will investigate the differences of care received within various levels of
hospitals, i.e. large urban versus small-community facilities and public versus private
institutions. I will investigate the barriers which lead to delays in care and thus poor health
outcomes for those in need. Based on the review of the literature, I have proposed a study for
further research.

Research Question: In the United States, what are the barriers to obtaining healthcare that affect
access, delivery, and continuity of care?

Literature Review
This literature review examines research on healthcare barriers on access, delivery, and
continuity of care regarding disparities in the care received. Disparities included differences in
the care received according to race and ethnicity, income level, and type of insurance. Continuity
of care, including patients with chronic conditions, and emergency department visits were also
examined and were the division of topics. The articles for this review were all primary research
found through Dominican University of California’s library databases such as Iceberg. The main
search terms used included health, health insurance, accessibility, care, and continuity of care.
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Six articles related to the topic were found for review and divided into three categories:
1)Race/ethnicity in relation to access to healthcare; 2) Chronic disease in relation to continuity of
care; 3) ED use within Medicare Insurance. Please see the Literature Review Table in Appendix
A for a summary of each research article.
Keywords: barrier, healthcare, insurance, continuity of care, patient outcomes, social
determinants
Category 1: Race/ethnicity in relation to access to healthcare
Unfortunately, a barrier to healthcare can be one’s racial or ethnic identity. This
predisposition can determine co-morbidities and genetic influences affecting chronic conditions,
as well as affecting one’s zip code, income levels, accessibility to healthcare, education levels,
etc.
The United States is historically built as a country with structured racism which affects
healthcare access to minorities. For example, out of all Americans on work-based insurance,
66% are White while 47% are Black, 43% are Hispanic/Latino, and 37% are American Indian.
Compared to White people, Latinos are 2.5 times more likely to be uninsured (Yearby et al.,
2022). According to the California Health Almanac 2021, Blacks have the shortest life
expectancy at 75.1 years for Californians (CHCF, 2021). Please see Appendix B for the graph:
Life Expectancy, by Race/Ethnicity.
Article 1: Racial/Ethnic Disparities in Diabetes Quality of Care: The Role of Healthcare Access
and Socioeconomic Status (Canedo et al., 2017)
There are some ethnicities which are disproportionately affected by diabetes such as
Blacks, Hispanics, and Asians. This information was found in the 2013 Medical Expenditure
Panel Survey with adults with Type 2 diabetes diagnosis.
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A quantitative, comparative analysis in the form of a questionnaire in order to determine
quality of care, regarding: HbA1c testing twice a year, cholesterol test, foot exam annually, eye
exam dilation, and flu vaccine.
Categorical variables accounted for race/ethnicity as follows: (1) White; (2) Hispanic; (3)
Black not Hispanic with control of insurance status, poverty, and education levels as social
determinants of health. Categorical variables accounted for insurance as follows: A categorical
variable determined the following variables with numerical values: (1) private insurance (which
can be employer based, or individually provided, or for those in the armed forces; (2) public
insurance (Medicaid or Medicare); and (3) no insurance.
About 63% of the sample identified as White, 16% of the sample identified as Hispanic,
15% as Black, and about 6% as Asian. Demographics included that about 43% of the participants
were 65 years of age or older with more than half being married. Insurance demographics
followed with over half the participants having private health insurance at 57%, about 34%
received public insurance, and 8% did not have insurance. Economic levels indicated that onefifth of the participants were poor or near poverty. Education demographics provided
information that over one-fourth of the participants did not have a high-school degree and onefifth had a college education with a bachelor’s degree or more continued learning.
Among the quality-of-care outcomes, the most prevalent was receiving a blood
cholesterol test (85.4%), and the least prevalent was receiving a dilated eye exam (64.9%).
The information presented in the results section of the study with the logistic regression analyses
relating to the five diabetes quality indicators to estimate differences by race/ethnicity before and
after adjusting for factors such as insurance, poverty, and education. However, the unadjusted
models showed that compared to Whites: Hispanics indicated to have less in all categories of
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indicators; Blacks indicated to have less on HbA1c tests, eye exams, and flu vaccines; and
Asians had lower lower on HbA1c tests, eye exams and foot exams.
The results showed that Blacks receive less healthcare guidance and follow-up for
HbA1c, eye exams, flu vaccines and Asians were lower in receiving HbA1c tests, feet exams,
and eye exams.
Limitations of this study include the fact that the scale of variables and rating system can
be confusing to identify. Strengths include the innovative idea of this study and how the
participants are divided into groups according to their identified ethnicity.
Article 2: Racial Discrimination in Health Care and Utilization of Health Care: A Cross-sectional
Study of California Adults (Alcalá et al., 2018)
This study was conducted to see if and how what type of insurance coverage affects care
in addition to patient location - where patient receives care. In addition to seeing if these factors
were associated with any type of racial or ethnic discrimination. Results showed that on
Medicaid - 39.94% of respondents said yes they do face discrimination in healthcare. Private
insurance respondents 2.83% said yes to facing discrimination in healthcare. This was done with
a questionnaire that used cross sectional data examined by race/ethnicity (Black, Hispanics,
Asians) with control of three social determinants of health (health insurance status, poverty,
education level) with a point system in order to find results. Participant responses included
39,171 responses from adults over the age of 18.
The measures of this study included to see if insurance coverage, location of care,
delaying medical care, and delaying prescriptions were differentiated by race. One independent
variable was the response of the type of healthcare coverage one has. These can be one of the
following: (1) employer based; (2) private through Covered California; (3) private insurance not
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through Covered California; (4) Medicaid; (5) Medicaid and Medicare combination; (6)
Medicare itself or combined with a non-Medicaid insurance; (7) other public funded insurance.
The reference category in this analysis showed that employer based insurance coverage was the
most common and individuals had fewer barriers to care. The next variable was the location of
healthcare access. The categories included: (1) doctor’s office, HMO, Kaiser; (2) no usual
location of care; (3) clinic, health center; (4) emergency room; (5) other places not listed or
multiple places.
The dependent variables were used to measure the inability to receive healthcare which
included dichotomous measures. The first was that if the individual responded with having a
delay in prescription drugs in the last one year for another reason then cost or no insurance. The
second was that if the participant had delayed in seeking needed medical care in the last one year
for another reason then the cost or lack of insurance.
Other measures that were used in this analysis included questions such as “would you
have gotten better medical care if you had belonged to a different race or ethnic group?” Those
who responded affirmatively were considered to have faced discrimination. Other variables
include: gender, education level, health status ranging from excellent to poor, residence, race or
ethnicity (yes or no categories included: limited English proficiency, chronic health condition for
lifetime (asthma, high blood pressure, heart disease, diabetes), income related to the federal
poverty level, citizenship status, and age.
Through analysis of logistic regression models, found a relationship was found between
location of healthcare being the emergency room and those who affirm to facing ethnic or racial
discrimination within a healthcare setting. In addition, perceived ethnic or racial discrimination
was associated with delay in needed prescriptions or medical care in the last one year timeline.
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This study excluded the costs and lack of health insurance to being the reasons of delaying care
which means that those who face ethnic or racial discrimination are less likely to have future
interactions with actions in relation to their healthcare such as continuity of care or filling a
prescription.
Both a strength and limitation with this study is how little research there is on this topic
of race discrimination in healthcare. A limitation includes how a majority of the respondents
were female, English proficient, born in the U.S., hold a Bachelor’s degree, and raised in an
urban area. Strengths include how respondents were obtained using a random-digit dial.
Barriers to obtaining healthcare lie in the data itself as minorities are less likely to receive
health testings, exams, and vaccines, in addition to facing racism some time in their efforts to
obtain care. If there are accessibilities in place, such as insurances, for people to obtain care, yet
they are facing discrimination and still less likely than White counterparts to obtain that care, it is
questioned how healthcare is a universal right to everyone.
Category 2: Chronic diseases in relation to continuity of care
The importance of obtaining stable healthcare when diagnosed with chronic conditions is
vital as patient lives are at stake. Continuity of care is defined as an approach that consists of the
quality of care over time. It is important to value this type of care through the patient’s eyes as a
continuous care relationship with the healthcare professionals as all parts of the healthcare team
work together (Guilliford et al., 2006).
Article 1: Effect of Continuity of Care on Hospital Utilization for Seniors With Multiple Medical
Conditions in an Integrated Health Care System (Bayliss et al., 2015)
For patients with more than one chronic condition, an increased rate of adverse outcomes
can be connected to a lower continuity of care they receive. In order to determine where this
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occurs within the healthcare system, for example if this occurs in settings that have shared
electronic medical records, it is important to see how this occurs. Results showed that better
communication between providers led to lower risks and less ED visits. Multiple specialists
talking to each other and providing care leads to greater patient outcomes.
A retrospective cohort was used on 12,200 seniors each with three or more chronic
conditions to determine rates of continuity of care for those with chronic conditions. This
population was a part of the Kaiser Permanente system in Colorado and of the age 65 or older
with being a part of the Kaiser system for 1 year prior to this study and continuing at least 2
years after this study. A retrospective cohort study was conducted utilizing inpatient admissions
and emergency visits.
Older patients with multiple chronic medical conditions (MCCs) have a greater morbidity
in relation to higher emergency room visits, rates of hospitalization, and outpatient care. Some
chronic conditions that were common in this study included hypertension (HTN), heart issues
such as heart failure (CHF) and coronary artery disease (CAD), diabetes, osteoporosis,
depression, chronic obstructive pulmonary disease (COPD), obesity, etc. In order to evaluate a
correct COCI value (Continuity of Care Index), a total of three visits will be needed to one’s
primary care physician. Higher scores relate to greater continuity.
A strength to this study was the large sample which contributes to the generalizability.
Other strengths include the fact that conditions of each patient were specified and categorized for
grouping which led to greater statistical strength of how patients with various conditions receive
care. Limitations include that the length of stay is not clearly defined and all information is from
one healthcare system.
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Article 2 : The Burden of Community-Acquired Pneumonia Requiring Admission to ICU in the
United States (Cavallazzi et al., 2020)
A focus on patients with CAP (community acquired pneumonia) to estimate the amount
of hospitalizations and death in the US. The first objective in this study was the specific location
of Louisville, Kentucky, where the study took place. The second was to estimate the amount of
hospitalization and death in association with CAP in the intensive care unit (ICU) in the US.
The population of this study was collected from an ancillary study from the University of
Louisville Pneumonia Study which used patients with CAP from a two year period, 2014 to
2016. Results were from a total of 7,449 hospitalized patients with CAP. A total of 1,946 patients
were admitted to the intensive care unit (ICU) due to CAP with 239 patients being readmitted
due to re-hospitalization. Excluding these patients readmitted, means there was a total of 1,707
patients with CAP in the ICU. The number of patients admitted to the ICU on the day of their
hospitalization: 1,275 or 25% of the population studied. Mortality rates of patients with CAP in
the ICU after 30 days was 27% and after 1 year was 47%. The estimations of yearly hospitalized
patients with CAP in the ICU projected to be 356,326. Mortality rates after 30 days, 96,206, and
after 1 year, 167,474.
Limitations for this study could include that CAP was defined as a new cough or an
increase in the amount of sputum, fever or hypothermia, and leukocytosis, a high white blood
cell count, or leukopenia, a low white blood cell count. One limitation of this study was the
location specifics. All patients who were a part of this study had to provide a valid Louisville
address as shown in the U.S. Census. Patients were excluded if they did not provide this address,
did not have a social security number, or if they were incarcerated in a correctional system. Also
excluded were patients who developed pneumonia greater than 48 hours after hospital admission
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as they were considered to have nosocomial pneumonia. In order to establish the severity, the
Pneumonia Severity Index risk class was determined for each patient. One strength includes a
large sample size of patients from one location in the U.S. which adds to the validity.
Article 3: Is insurance instability associated with hypertension outcomes and does this vary by
race/ethnicity? (Kressin et al., 2020)
Insurance has been known to affect the kind of care and treatment individuals with
chronic diseases receive. Particularly, stable health insurance has been associated with better
outcomes for those with chronic disease. This study observed one chronic disease in specific,
uncontrolled blood pressure (UBP) to see if insurance instability was a factor of care in addition
to race/ethnicity.
Participants of this study included a retrospective longitudinal cohort study from 20052013 43,785 adult primary care patients, ages ranging from 21-65 from large health systems in
Massachusetts in relation to Census information regarding socio demographic data of the patients
such as education levels. Patient data ends at age 65 as patients being on Medicare means that
they have insurance stability. Fifty-four percent of patient data was from the first healthcare
system and 9% was from the second healthcare system, while 37% was from the affiliated health
centers.
Unstable health insurance, or insurance instability, can be those having to keep switching
coverages, gaps within the system, or those without insurance coverage. Without the stability of
insurance, adverse health outcomes are seen in relation to those having less access to disease
detection, monitoring, medication administration, etc. The researchers hypothesized that having a
stable form of health insurance can be connected to better control of UBP.
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Results validated the hypothesis showing that having a stable form of health insurance
connected to lower rates of UBP. Fluctuating insurance coverages were associated with
increased UBP. UBP was not directly related to race/ethnicity, however Blacks with unstable
insurance were associated with higher rates of UBP compared to Blacks with stable insurance.
Limitations include that the data was collected from two urban clinical systems that were
hospitals affiliated with community health centers. This is a limited population. In addition to the
population findings only being from one state, Massachusetts, with a low rate of uninsured
people. Other limitations include how the data was collected from an EMR. One strength of this
study is the large sample size with each characteristic of patient samples being identified. One
limitation is that data is compiled from electronic medical records from two urban settings which
only focuses on the urban population.
As health insurance continues to affect aspects of continuity of care including access to
care, it questions how the uninsured population is treated. In addition to various levels of
insurance, people with the same types of illnesses are treated differently.
Category 3: ED use within Medicare Insurance
There are many reasons why patients choose to visit the emergency department (ED).
Some include, accessibility to primary care, convenience, cost, urgency, etc (Coster et al., 2017).
According to the Robert Wood Johnson Foundation, RWJF, low-income patients prefer the ED
versus primary care due to factors such as convenience, shelter, and quality of care they received.
One patient reported receiving better quality of care for their husband’s uncontrolled blood
pressure at an ED versus their primary care (RWJF, 2013).
Article 1: Factors Associated With Frequent Emergency Department Use in the Medicare
Population (Colligan et al., 2017)
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Participants in this study were 20% of the Medicare beneficiaries in 2010 from a random
sample, equating to about 5,778,038 people. Patient reportings are from two Pennsylvania based
hospital systems with 64 uninsured or Medicaid patients, 18 to 64 years old. This population is a
significant, vulnerable population across multiple sociodemographic states with various
conditions from acute to critical. A multinomial logistic regression was done to examine the
relationship between frequent emergency department (ED) use within the Medicare population
related to socio demographic factors.
Results showed that frequent visits to the ED comprised 3.3% of the sample of the
population. Approximately one to three visits were utilized among ¼ of the population which
was categorized as infrequent ED visits. A lower continuity of care was connected to the people
with frequent ED visits compared to those with infrequent visits as shown with continuity of care
index (COCI) or scores. Those with low COCI were 24% more likely than those with higher
COCI to visit the ED frequently with infrequent visits. Those with frequent ED visits saw about
nine more physicians per year than those with infrequent visits. In addition, this population of
frequent ED visits, predominantly receives care through out-patient centers and care versus
infrequent ED patients. It was shown that the population of frequent ED visits were younger,
aged 18 to 34, versus 65 to 74 years of age. Those aged 18 to 34 were twenty times more likely
to visit the ED than those aged 65 to 74 years.
Limitations of this study include that it is a random sample of Medicare beneficiaries,
meaning that it is not in one controlled location. With various ED locations, it is difficult to
account for the differences in population. According to (Matsumoto et al., 2017). , there is no
rural definition for high-frequency ED use. One strength of this study includes the large sample
size with a randomized sample.
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Theoretical Framework
Madeleine Leininger developed the Transcultural Nursing Model in order to support and
provide culturally competent care to all patients (Leininger, n.d.). This is important to
acknowledge regarding how to provide adequate care to all racial and ethnic groups in moving
forward to reducing health inequities. In addition, through the social model of health, the World
Health Organization (WHO) defines social determinants of health as non-medical influences on
health outcomes. These include locations of where people live, go to school, are born, jobs,
access to food and healthcare, etc. It is estimated that social determinants of health (SDH) are
responsible for over half of the health outcomes (WHO, 2017). These two models provide a
framework for my thesis.
According to the CDC, racial and ethnic groups that were most affected by chronic
disease include non-Hispanic Blacks and Hispanics. Statistics show that from 2017 to 2020, a
higher percentage of diabetes were non-Hispanic Blacks at 17.4% and Hispanics at 15.5%
compared to non-Hispanic Whites at 13.6%. (CDC, 2022).
Preventative screenings are the necessary preliminary step to manage chronic diseases. Black
men are less likely than White to obtain health screenings and as a result have higher morbidity
and mortality rates (Keppel, 2007).
As nurses, we learn anatomy and physiology of the human body, but that does not change
depending on what ethnicity or race people are. So why are patients of various ethnicities treated
differently? We are taught to treat all equitably, despite race, gender, religion, occupation, etc.
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Proposal for Further Study
In comparing IDN (integrated delivery networks) of healthcare, such as Kaiser systems to
rural community hospitals, there is a different level of care for different people within the state of
California. With such a big population of people to serve in the San Francisco Bay Area and
those with various levels of insurance provided, it is important to understand the degree of care
people are receiving. I want to investigate to help discover how to enable more positive
outcomes in the future.
Healthy People 2020 states that it is important to have access to quality healthcare and to
have the ability to access this care through health insurance. People need to be able to meet with
a health care provider despite geographics, or where a person lives. According to a California
health report, physicians often refuse patients with Medi-Cal/Medicaid insurance due to “low
payment rates” (California Health Report, 2017). Patients with Medi-Cal insurance are also less
likely than those with private insurance or Medicare to receive treatment. A reduction in the
number of physicians accepting Medi-Cal patients leads to 40% of physicians providing care for
80% of these patients (California Health Report, 2017). This means that patients who need care
and actively go out to try and obtain care are still not getting the access and treatment they need.
Part of the solution to help implement changes and provide more care for Californians despite
their insurance coverage, is to have all healthcare providers work as a team to provide care. This
means moving away from a physician only approach and having all healthcare providers meet
with patients.
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Gaps in research which I have identified are related to the quality of care patients receive.
One important question that arises: Why are Black people less likely to receive care regarding
their diagnosis of Type 2 diabetes?
Sample
The Bay Area is one of the most segregated areas in the entire country. The city of
Oakland is considered to be diverse with its statistics: 28% Latino, 27% White, 23% Black, 15%
Asian - however its neighborhoods are segregated (Othering & Belonging Institute, 2018). This
would be the location of my proposed study, with the high percentage of underserved
populations in this area. My sample size would be to include 100-200 patients, over 18 years of
age, in order to get demographics that have statistical validity. This could take place within a
community-oriented area to hand out questionnaires for participants to fill out such as a local
store, restaurant, or general-public gathering place such as a public event (e.g. Oakland’s First
Fridays Block Party).
Ethical considerations
Ethical considerations include the possibility that a person will recall a difficult
experience. In order to mitigate any difficult feelings, instructions will be provided by the
researchers to inform participants that they can skip any questions and/or stop the survey at any
time. In addition, participants' privacy will be protected. All information that the participants
provide will be kept strictly confidential. Study data will be maintained on a password protected
computer to which only the researchers will have access. This study will not start with data
collection until reviewed for ethical issues and approved by the university internal review board.
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As a long term goal, I hope to implement health screenings for those of increased risk for
developing chronic illnesses, or an upstream approach to healthcare. This will begin with a
mixed methods survey to investigate the quality of care that people in their marginalized
communities are receiving currently.
Patient demographics will include healthcare insurance coverage and information about
preventative health care in order to determine accessibility. Interestingly, outside of the
healthcare setting is where more health improvements happen (Williams et al., 2012).
The types of questions that will be asked include:
Quantitative:
● How far away do you live from a healthcare provider?
● On a scale of 1 being the lowest to 10 being the greatest, how healthy do you
consider yourself and lifestyle?
○ Do you regularly use alcohol or drugs? If so, how often and what do you
use?
● Do you have access to get a regular checkup? If so, how often do you get a
checkup?
● Are there any chronic diseases that affect you or that are hereditary? (Some
examples include: depression, diabetes Type 1 or 2, hypertension, coronary heart
disease, obesity, cancer, etc.) If so, please list the disease/s.
○ If so, have you had any preventative screening measures or testing for said
disease/s?
● Do you have any form of health insurance coverage? If so, what kind?
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● How accessible has it been to receive healthcare for you and your family?
Qualitative:
● Are there any ways in which you think that healthcare access can be improved
within your community? If so, please explain.
Analysis
Statistical analysis for quantitative and content analysis for qualitative data will be used.
For the quantitative data, descriptive statistics, such as percentages, proportions, mean, median,
and mode, will be used to examine the trends. To compare patients' perceptions of their health
and lifestyle (2nd question) with other variables, one-way analysis of variance (ANOVA) will be
used. This will be used in order to identify risk factors within communities at risk, track known
diseases, and further provide health safety to implement changes.
For qualitative data, the content of the open-ended question will be analyzed by reading
through people's answers and considering what they have to say carefully. Similar words and
phrases in people's answers will be identified, and categorized. From the categories, themes that
arise from the categories. An experienced group of nurses will be asked to meet regularly to
assist with interpretation of the qualitative data and help with the goal of improving health and
reducing risk for people in marginalized communities.
Strengths & Limitations
Strengths include: To my knowledge, this will be the first study of this type in the San
Francisco Bay Area.
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Limitations of this study include the fact that this study will rely upon self-reported data
in order to understand the patient’s experience of healthcare in demographics of a racially
diverse but segregated area. Other limitations include the fact that patients might be scared to
divulge information that is private or has led them to not get the help and treatment they have
needed in the past.

Conclusion
Through research of literature, there is evidence that there are many obstacles that
prevent individuals from obtaining healthcare within the U.S. In order to improve health equity,
it is important to acknowledge how nurses can be assets in expanding care. Examples include,
conducting health surveys, screenings, care plans in collaboration with other parts of the
healthcare team such as social workers, physicians, community health care workers, etc.
It is important for nurses to understand health barriers that pertain to limitations of access
because it affects the quality of care that is being provided. Depending on the location of where
the nurse is practicing, either a hospital system, health clinic, doctor’s office, school - there is a
strong connection to the healthcare system and to the community in which it is located to provide
care.
In expanding nursing coverage, it is important to also understand how politics ties into
healthcare coverage. In order to broaden healthcare coverage, new policies have to be set in
place for government-based insurances that millions of people depend on. The new policies that
were issued by the Inflation Reduction Act (IRA) to expand the American Rescue Plan Act
(ARPA) with better subsidies, “…providing millions of uninsured people with access to
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affordable coverage and improving affordability for millions who are already covered.”
(Commonwealth Fund, 2022).
As policies keep changing and updating, it is important for nurses to stay up to date in
order to understand the health coverage that people have. While Medi-Cal and uninsured
coverages will be more limited in terms of private healthcare insurance, it is important to give
people options to care so they initiate taking care instead of opting out for no healthcare at all.
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